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Abstract
Staff turnover rates in publicly-funded mental health settings are high. We investigated staff and 
organizational predictors of turnover in a sample of individuals working in an urban public mental 
health system that has engaged in a system-level effort to implement evidence-based practices. 
Additionally, we interviewed staff to understand reasons for turnover. Greater staff burnout 
predicted increased turnover, more openness toward new practices predicted retention, and more 
professional recognition predicted increased turnover. Staff reported leaving their organizations 
because of personal, organizational, and financial reasons; just over half of staff that left their 
organization stayed in the public mental health sector. Implications include an imperative to focus 
on turnover, with a particular emphasis on ameliorating staff burnout.
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Rates of turnover (i.e., the rate at which employees leave an organization; Ben-Dror, 1994; 
Paris & Hoge, 2010) in publicly-funded mental health settings range from 30–60% annually 
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(Mor Barak, Nissly, & Levin, 2001). Turnover can compromise continuity of care, 
destabilize agencies, and diminish quality of services (Glisson & James, 2002; Knudsen, 
Johnson, & Roman, 2003; Mor Barak et al., 2001). Turnover also can derail efforts to 
implement evidence-based practices (EBPs; Ganju, 2003; Isett et al., 2007; Woltmann et al., 
2008), because systems and organizations invest substantial resources in training and 
supporting mental health workers (e.g., see Beidas et al., 2013) and the skilled workforce is 
then lost (Droege, Scott, & Hoobler, 2003), resulting in decreased fidelity of implementation 
(Rollins, Salyers, Tsai & Lydick, 2010). Although most relevant research documents the 
negative impact of turnover, turnover also may have positive effects because more engaged 
and cooperative staff can be hired (Wieder & Kruszynski, 2007; Woltmann & Whitley, 
2007).
Staff turnover is a well-studied phenomenon. A recent meta-analytic review of 82 studies 
proposed and tested an organizational framework of turnover (Heavey, Holwerda, & 
Hausknecht, 2013). Organizational actions that demonstrated employer commitment to 
investing in their employees, positive employee attitudes towards the job and organization, 
and positive perceptions of work group and supervisor relationships were associated with 
lower turnover. Several of these organizational factors, such as organizational climate (i.e., 
shared employee perceptions around the psychological impact of their work environment on 
their own well-being; Glisson et al., 2008; Williams & Glisson, 2014) also have been found 
to predict turnover in public service sectors. Organizations with the best climates 
demonstrate lower turnover (Glisson et al., 2008). Organizational climate also has been 
found to partially mediate the association between organizational culture (i.e., organizational 
norms and expectations), work attitudes and subsequent turnover (Aarons & Sawitzky, 
2006). Strong organizational citizenship behavior (Campbell, Perry, Maertz, Allen, & 
Griffeth, 2013) and organizational supports (DePanfilis & Zlotnik, 2008) also have been 
found to be associated with lower turnover.
Individual-level predictors of turnover, including employee burnout, high among public 
mental health workers (e.g., Evans et al., 2006; Jenkins & Elliott, 2004), consistently have 
been associated with high turnover in a number of industries (e.g., Choi, Cheong, & 
Feinberg, 2012; Firth & Britton, 1989; Leiter & Maslach, 2009). However, few studies have 
examined this link empirically in employees in mental health settings (Paris & Hoge, 2010), 
particularly within the context of implementation of EBPs. Implementation efforts may 
result in high levels of EBP fatigue and contribute to clinician burnout (Beidas et al., 2015). 
Additionally, therapist attitudes towards EBPs may differentially impact turnover, in that 
individuals with more positive attitudes may be more willing to “stay the course,” even in 
the face of implementation challenges, than individuals with poor attitudes towards EBPs. 
Alternatively, burnout may result in negative attitudes towards EBPs (Salyers et al., 2015).
Studying turnover in the context of implementation efforts is important because turnover 
potentially thwarts implementation and sustainability in that it can reduce the number of 
staff who are trained in an EBP and organizational return on investment. The stress and 
fatigue associated with the implementation process may increase staff turnover rates (Beidas 
et al., 2015). Alternatively, implementation of EBPs may result in lower turnover rates 
because staff may feel more invested in and may feel less burnout when they gain new tools 
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and can treat their clients more effectively. A small body of literature has examined turnover 
within the context of implementation efforts. In a national study, turnover rates were high 
but not different across implementation of different EBPs. Turnover negatively affected both 
fidelity to and penetration of EBPs (Woltmann et al., 2008). During the implementation of 
Assertive Community Treatment, turnover rates (30%) were comparable or better than 
turnover rates in other settings and were inversely related to treatment fidelity (Rollins et al., 
2010). A study examining turnover in the implementation of SafeCare found that 
intervention implementation in conjunction with fidelity monitoring was associated with 
lower rates of therapist turnover, suggesting a potentially protective effect of implementation 
with the proper supports (Aarons et al., 2009).
The literature in this area published to date has several limitations. First, little research has 
examined predictors of turnover during implementation efforts. Constructs proximal to 
implementation, such as attitudes towards EBPs, participation in EBP initiatives, and 
implementation climate have been largely absent from these studies. Second, studies have 
not examined where staff go when they leave their agencies. Given the substantial 
investments in training, it is important to know whether clinicians leave the public systems 
entirely or instead seek other opportunities within the public sector which would suggest less 
of a potential loss of return on investment from a system perspective. Finally, the majority of 
studies examining turnover have not used prospective designs, and have examined turnover 
intention rather than actual turnover (Woltmann et al., 2008).
The aim of the current study is twofold. First, we quantitatively and prospectively examine 
staff and organizational predictors of turnover in a sample of clinicians and supervisors 
working in an urban public mental health system engaged in a large-scale system effort to 
increase the use of EBPs. We hypothesized that we would observe high rates of turnover and 
that burnout, attitudes towards EBPs, participation in EBP initiatives, implementation 
climate, organizational culture, and organizational climate would predict turnover. We were 
particularly interested in exploring the interaction between participation in EBP practice 
initiatives and relevant variables to understand if implementation amplified the impact of 
previously found significant relationships (e.g., burnout). Second, we used semi-structured 
interviews to learn why staff left their organizations and where they were currently 




Since 2007, the Philadelphia Department of Behavioral Health and Intellectual disAbility 
Services (DBHIDS) has engaged in an effort to widely implement therapy techniques in the 
public mental health system based on the principles of cognitive behavioral therapy (CBT). 
These efforts include four specific initiatives: cognitive therapy (Stirman et al., 2010; Creed, 
Stirman, Evans, & Beck, 2014), prolonged exposure, trauma-focused cognitive behavioral 
therapy (Beidas et al., in review), and dialectical behavior therapy. A full-time city employee 
coordinates implementation, training, and ongoing consultation by treatment developers for 
each of the four initiatives.
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More than 100 community mental health agencies in Philadelphia provide outpatient 
services to youth (Cathy Bolton, PhD, email communication, January 3rd, 2013). We used 
purposive sampling to recruit the 29 largest child-serving agencies, which together serve 
approximately 80% of youth receiving publicly-funded mental health care. Of these 29 
agencies, 18 (62%) agreed to participate. Additionally, another organization involved in EBP 
efforts asked if they could participate, resulting in a final sample of 19 agencies with 23 
sites, 130 clinicians, 36 supervisors, and 22 executive administrators. Consistent with 
previous studies (Aarons, Sommerfeld, Hecht, Silovsky, & Chaffin, 2009), each site (K = 
23), rather than each organization (K = 19), was treated as a distinct organization because of 
different leadership structures, locations, and staff. There were no exclusion criteria for 
clinician or supervisor participation. Approximately 60% of therapists employed by the 23 
organizations participated in the study. Of the 23 organizations enrolled in this study, 16 had 
participated in city-sponsored EBP initiatives.
Participants
Table 1 provides demographic information about clinicians and supervisors. Half of 
executive administrators were male. They self-identified as Asian (9.1%), African American 
(18.2%), Caucasian (54.5%), Multiracial (9.1%), or missing ethnicity/race (9.1%). Fifteen 
percent identified as Hispanic/Latino. Highest educational degree attained included 
bachelor’s degree (9.1%), master’s degree (50.0%), and doctoral degree (31.8%). Data were 
missing for 9.1%.
Procedure
This study was approved by appropriate Institutional Review Boards. The person identified 
as the leader of the organization was approached via email to solicit his/her organization’s 
participation. A one-time two-hour meeting was scheduled, during which we provided 
lunch, gave an overview of the study, and obtained written informed consent. Consented 
clinicians and supervisors completed self-report measures during this meeting. Executive 
administrators completed their self-report measures via REDcap, a web-based survey 
technology. All participants were compensated $50.
One year following this meeting, we contacted organization leadership, who identified 
clinicians and supervisors who had left their agencies since the initial meeting. Thirty-nine 
clinicians and supervisors out of 166 participants reportedly left their agencies. We 
contacted all individuals to obtain information about their reasons for leaving as well as their 




Demographics: Participants provided demographic information. We also asked clinicians 
and supervisors a standardized question from the Therapist Background Questionnaire 
(Weisz, 1997) about their level of professional burnout by asking, “How often, if ever, do 
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you experience a feeling of professional burnout?” ranging from 0 (never) to 10 (constantly) 
(Weisz, 1997). While this one item question does not have the methodological rigor of 
psychometrically validated measures such as the Maslach Burnout Inventory (MBI; 
Maslach, Jackson, & Leiter, 1996), our preliminary analyses from another wave of data 
collection suggest a high correlation with this item and the three subscales of the MBI: 
professional efficacy (r = .41), exhaustion (r = .67) and cynicism (r =.60).
Evidence-Based Practices Training Survey: Therapists indicated whether they had 
participated in any of the four DBHIDS EBP initiatives (cognitive-therapy, trauma-focused 
CBT, prolonged exposure, and dialectical behavior therapy). We asked specifically whether 
they had received training and a year of consultation to ensure that they formally participated 
in the city-sponsored initiative.
Attitudes: The Evidence-Based Practice Attitude Scale (EBPAS; Aarons, 2004), completed 
by clinicians and supervisors, is a 15-item self-report measure of constructs related to EBP 
implementation, including appeal, requirements, openness, and divergence. The range of 
each subscale is 0 to 4, where 0 = not at all; 1 = slight extent; 2 = moderate extent; 3 = great 
extent; and 4 = very great extent. Higher scores indicate more positive attitudes, with the 
exception of divergence, which is reverse coded. The EBPAS has national norms and 
demonstrated good internal consistency (subscale alphas range from .67–.91) (Aarons et al., 
2010).
Organizational-Level Quantitative Measures
Organizational Evidence-Based Practices: The City of Philadelphia DBHIDS provided us 
with a list of the organizations that had participated in one of the four city-sponsored EBP 
initiatives, the year they began participating, and their completion year (if applicable). From 
that information, we calculated the cumulative years each organization participated in 
DBHIDS EBP initiatives.
Organizational Culture and Climate: The Organizational Social Context Measurement 
System (OSC; Glisson et al., 2008), completed by executive administrators, supervisors, and 
clinicians, assesses the social context of mental health and social services organizations. The 
105-item OSC measures organizational culture and organizational climate. Organizational 
culture is composed of proficiency, rigidity, and resistance. An organization’s T-scores on 
these three dimensions can be used to create profiles that represent worst (proficiency scores 
2 or more standard deviations below rigidity and resistance scores), average, and best culture 
(proficiency scores that are 2 or more standard deviations above rigidity and resistance 
scores; Glisson et al., 2008). Organizational climate is composed of engagement, 
functionality, and stress. Similarly, an organization’s T-scores on these three dimensions can 
be used to create profiles that represent worst (stress score is 2 or more standard deviations 
above functionality and engagement), average, and best climate (functionality and 
engagement scores are 2 or more standard deviations above stress; Glisson et al., 2008). 
Psychometric properties, including the measurement model, within-system agreement, 
reliability and between-system differences, are acceptable (Glisson, Green, & Williams, 
2012).
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Implementation Climate: The Implementation Climate Scale (ICS; Ehrhart, Aarons, & 
Farahnak, 2014), completed by executive administrators, supervisors, and clinicians, is an 
18-item self-report measure of implementation climate that assesses the following 
constructs: focus on EBPs; educational support for EBPs; recognition for using EBPs; 
rewards for using EBPs; selection of staff for EBPs; and selection of staff for openness. The 
range of each subscale is 0 to 4, where 0 = not at all; 1 = slight extent; 2 = moderate extent; 
3 = great extent; and 4 = very great extent. Higher scores indicate a more positive 
implementation climate. Psychometric evaluation suggests good reliability and validity 
(Ehrhart et al., 2014).
Qualitative Measure
Turnover: A semi-structured phone interview was composed of one open-ended prompt, 
“We would like to learn more about why you left your position as a clinician or supervisor at 
ORGANIZATION NAME.” The interviewer ensured that information about when the 
individual left the organization, why the individual left, and where the individual was 
currently working, if applicable, was reported. We also gathered information about whether 
the clinician or supervisor was currently working in the public (e.g., community mental 
health clinics with public funding) or private sector (e.g., private practice), the location of 
their new position, and whether their exit was voluntary.
Data Analytic Plan
Quantitative analysis: Organizational measures generally are included in analyses by 
aggregating individual responses within the organization, if there is enough agreement. We 
used average within-group correlation (awg, rwg) statistics (Brown & Hauenstein, 2005; 
James, Demaree, & Wolf, 1984). On all organizational variables, both statistics were 
substantially above the suggested .60 level (Bliese, 2000; Brown & Hauenstein, 2005); 
therefore participant responses to organizational constructs were averaged within each 
organization. Missing data for predictor variables were less than 10%; series means were 
imputed for missing predictor variables.
We used one mixed-effects linear regression model and one fixed-effects regression model. 
The first mixed effects model estimated the impact of staff factors (i.e., participation in an 
EBP initiative (yes/no), burnout, and attitudes) on individual turnover (i.e., whether a 
particular clinician or supervisor left his/her organization). This mixed-effects model 
included random intercepts for organization to account for nesting of clinicians and 
supervisors within organizations and fixed effects for staff factors. The second fixed effects 
model estimated the impact of organizational factors (number of years participating in EBP 
initiatives, implementation climate, organizational culture (best, average, worst), and 
organizational climate (best, average, worst) on organizational (i.e., site) level turnover (i.e., 
percentage of turnover in one year at the organization). For both sets of analyses, we 
conducted additional, separate models that included an interaction term between variables 
observed to be significant in the initial model and the implementation variables. Analyses 
were conducted using PROC GLIMMIX and PROC MIXED in SAS 9.0.
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Qualitative: Phone interviews were transcribed and entered into QSR NVivo 10.0 for data 
management and coding. Authors RSB and DRA independently read a subset of transcripts 
and created a set of codes using content analysis. An initial codebook was established and 
refined through consensus meetings. DRA coded all interviews and RSB dual-coded 20% 
for reliability. The inter-rater reliability function in NVivo was utilized to determine 
agreement (kappa = .99).
Results
Quantitative results
See Table 1 for descriptive statistics for predictor and dependent variables.
Turnover
Descriptives—Twenty-five percent of the 130 therapists (n = 33) and 17% of the 36 
supervisors (n = 6) left their agencies in the year following our site visit (N = 39). Of those 
39 participants, we were able to collect follow-up information from 29 individuals. Fifty-five 
percent of those 29 participants left their agencies for new jobs in the public sector. Thirty-
five percent of participants left their agencies for jobs in the private sector. Ten percent of 
participants who left their agencies were not currently employed. Seventy-nine percent of 
participants voluntarily left their agencies, 17% involuntarily left their agencies (for one 
participant, voluntary or involuntary exit information was not provided). Forty-eight percent 
of participants were still employed in Philadelphia, while 24% of participants worked out-
of-state, 17% worked in the suburbs, and eleven percent were not working. Turnover rates 
ranged from 0% to 67% among organizations.
Individual turnover: Table 2 presents the results of the analyses predicting turnover at the 
staff level. Two variables predicted individual clinician and supervisor turnover. For each 
unit increase in burnout (range = 0–10), the odds of staff leaving their organization in the 
following year were .15 times greater than for those who experienced less burnout. For each 
unit increase in openness to new practices (range = 0 to 4), the odds of staff remaining at 
their organization in the following year were 2.0 times greater than for those who were held 
less positive attitudes.
We conducted two additional analyses to test if burnout and openness to innovation 
differentially predicted turnover in individuals based on participation in EBP initiatives. In 
the first model, we included an interaction term between burnout and EBP participation and 
in the second model, we included an interaction term between openness to innovation and 
EBP participation. The resulting coefficients were not statistically significant and therefore 
were not retained in the reported model (results not shown).
Organizational turnover: Table 3 presents the results of the analyses predicting the 
percentage of staff turnover at each organization. Organizations that provided more 
recognition for staff implementing EBP had higher turnover in the year following. We 
conducted a separate analysis to test if recognition for implementing EBP differentially 
predicted turnover in organizations implementing EBPs by including an interaction term 
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between recognition and organizational EBP participation. The resulting coefficient was not 
significant and therefore was not retained in our model (results not shown).
Qualitative results
See Table S1 for illustrative quotes. Participants could provide more than one reason for 
leaving their agency. Of those respondents who completed the brief interview, fifty-five 
percent reported personal reasons for leaving. Personal reasons included family illness, 
childcare, wanting to study for licensure, and not feeling challenged.
Forty-five percent of participants leaving reported that organizational factors affected their 
decision to leave their organization. These factors included organizational expectations, 
disorganization, and lack of organizational support. Participants noted that expectations were 
too high, specifically pertaining to case management requirements and paperwork. 
Additionally, participants noted that disorganization in the workplace made it difficult to do 
their job effectively. Participants also reported that lack of support impacted their decision to 
leave their organization because they did not receive needed supervision or consultation and 
their organization did not provide incentives to promote retention.
Forty one percent of participants reported that financial reasons affected their decision to 
leave their organization. Participants reported that they did not have enough money to 
support their lifestyle and often were not paid for all of the hours they worked. Second, fee-
for-service issues were cited by a number of participants, who reported the financial 
instability of being a contract worker. Third, budget cuts were noted by staff who were laid 
off.
Thirty one percent of participants reported leaving their organization for a more desirable 
position in another organization. Several participants noted that there was no room for 
growth, which made it necessary for them to leave their organization.
Twenty four percent of participants reported leadership as a factor that affected their 
decision to leave, including dishonest or corrupt leadership. Ten percent of participants 
reported that they stayed at their organization as long as they did due to positive leadership 
experiences.
Twenty one percent of participants reported client-related factors that affected their decision 
to leave their agencies. Participants reported frustration with clients that often broke 
appointments, and client engagement. Participants also noted that complicated cases with 
comorbid psychosocial difficulties made it difficult to be effective. Finally, participants 
noted that their case-load also factored into their decision, with most indicating that their 
case-load was too high.
Discussion
This study provides information on predictors of turnover in a sample of clinicians and 
supervisors working with youth in an urban publicly-funded mental health system engaged 
in a large-scale effort to increase the use of EBP. The results provide insights on where 
clinicians and supervisors go after leaving their place of employment, as well as their 
Beidas et al. Page 8













reasons for leaving. Twenty-four percent of staff left their organizations within one year. 
This percentage is comparable to other studies of turnover within the context of EBP 
implementation efforts (e.g., Rollins et al., 2010), and is lower than estimates of turnover in 
community mental health settings more generally (Jayaratne & Chess, 1984; Mor Barak et 
al., 2001). Staff-level predictors of turnover included burnout and openness towards EBPs; 
organizational predictors of turnover included implementation recognition. In semi-
structured interviews, staff reported a number of factors that influenced their decision to 
leave their organization including personal, organizational, financial, opportunity, leadership, 
and client factors.
Notably, the turnover rate was lower in our sample than found in studies not conducted 
within the context of implementation (Mor Barak et al., 2001). A previous study found a 
protective impact from EBP implementation with fidelity monitoring (Aarons et al., 2009). 
We did not identify a significant effect of implementing an EBP at the individual- or 
organizational-level on turnover, nor did we find any significant interactions between 
implementing an EBP and burnout, openness to innovation or recognition of staff). One 
potential explanation is that implementing EBPs is not a panacea for workforce issues and 
staff retention – simply implementing EBPs may not be enough of an intervention to impact 
these issues. The lower turnover rate in the Philadelphia system may reflect the City of 
Philadelphia’s efforts to create a positive system-wide culture and climate, which may 
incentivize clinicians to stay at their agencies or within the system. Interestingly, of those 
individuals who left their agencies, more than half were still employed in public service 
sectors, suggesting that concerns about system-level return on investment may be unfounded 
because staff are staying in the same system.
Priori literature is consistent with our finding that burnout predicts turnover (Jayaratne & 
Chess, 1984; Maslach, Jackson, & Leiter, 1996) and suggests the importance of attending to 
burnout in staff employed in mental health setting. This finding was corroborated by our 
semi-structured qualitative interviews. Many of the themes that emerged in the interviews 
related to burnout (e.g., feeling unsupported by one’s organization, being overwhelmed by 
paperwork burden and caseloads) and should be measured quantitatively in future studies. 
Participants with more positive attitudes toward EBPs were two times more likely to stay at 
their agencies in the year following. One potential explanation for this finding is that having 
a generally open attitude towards new practices may be correlated with openness to 
experience, a personality trait measured by the five factor model of personality (Costa & 
Mccrae, 1992) that predicts retention in employees in organizations (Salgado, 2002). The 
transactional relationship between burnout and openness to new practices is an important 
one for future research, given the finding that burnout can diminish the motivation to try new 
practices (Salyers et al., 2015).
Organizations fostering a positive implementation climate in the form of providing 
recognition for employees engaging in EBP had higher turnover rates, on average, even after 
controlling for number of years the organization has spent in city-sponsored EBP initiatives. 
The items used to measure the “recognition” construct included “recognizing clinicians who 
use EBPs as clinical experts,” “holding clinicians in high esteem for using EBPs,” and 
“being more likely to be promoted because of using EBPs.” Organizations that provide 
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recognition for employees engaging in EBPs may have staff who perceive themselves to be 
highly competent, actively seek opportunities for learning and growth, and consequently, 
may have more opportunities to be lured away by other organizations. This stands in contrast 
to previous findings that found that lack of advancement and growth opportunities indirectly 
predicted turnover (Alexander, Lichtenstein, Joo Oh, Ullman, 1998). It also is inconsistent 
with findings that organizational investment in staff negatively predicts turnover (Heavey et 
al., 2013). An alternative explanation may be that staff experience increased responsibilities 
in implementing EBPs without increases in pay and may be more motivated to move on to 
positions where EBPs are not being implemented or where EBPs are more established.
The qualitative interviews suggest the importance of a number of variables that did not 
emerge as quantitatively significant, or were not measured. For example, although 
quantitative measures of organizational social context did not predict turnover, 
organizational social context was raised as an important factor repeatedly during the 
interviews, consistent with the literature (Glisson & Green, 2011; Glisson et al., 2008; US 
General Accounting Office, 2003). We may have been underpowered to uncover small 
effects at the organizational level. In addition, the range of scores on the measure of 
organizational culture was limited and left-skewed which also may have hampered our 
ability to detect an association. Many clinicians reported being unable to make ends meet 
with their salary, particularly those working within fee-for-service environments. 
Approximately half of the organizations in this sample employed a fee-for-service staffing 
model (i.e., clinicians as contractors). In tight economic times, organizations may increase 
their workforce of part-time contractors in lieu of hiring full-time clinicians. Participant 
report suggests that this type of staffing model may threaten the potential for individuals to 
remain employed in public mental health settings.
There are a number of study limitations that should be noted. First, we used only one item to 
measure clinician and supervisor burnout rather than a gold-standard established measure 
such as the Maslach Burnout Inventory (Maslach et al., 1996). Second, the burnout item may 
be correlated with other predictors (e.g., organizational climate) and may have resulted in 
collinearity. Third, we conducted separate analyses of individual- and organizational-level 
factors because of concerns about statistical power, but it would have been preferable to use 
a single multi-level model. To address this limitation, we conducted a single multi-level 
analysis with individual and organizational characteristics in the same model. The 
magnitude of the coefficients was similar, but no longer statistically significant at p < .05, 
although the p values approached .05. This finding suggests that our results were not 
spurious, but rather resulted from a lack of statistical power. Fourth, we did not measure all 
of the potential variables that could have contributed to turnover, especially performance, 
income and work-life balance; these variables may have been associated with predictors 
included in our models (e.g., burnout). Fifth, organizations were not randomly assigned to 
participation in EBP initiatives, therefore there may be unobserved differences between 
organizations that participated and those that did not (e.g., better functioning organizations). 
Finally, reasons for participant turnover were based on self-report (i.e., were not subject to 
independent verification) and the qualitative interview responses could have been subject to 
recall bias.
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Despite these limitations, the findings from this study have important implications. First, 
much has been written about turnover in public mental health service settings, but little has 
been done to ameliorate this problem. Identifying potential targets for turnover interventions 
is an important next step. A recent review points to several promising burnout interventions 
(Morse, Salyers, Rollins, Monroe-DeVita, Pfahler, 2012) that are a potential avenue for 
future research and warrant randomized controlled trials. A number of practical suggestions 
have been made to reduce burnout (e.g., better salaries, financial incentives, clinical 
supervision; Paris & Hoge, 2010), which could also be bundled with implementation 
strategies (Proctor, Powell, & McMillen, 2013) to improve implementation efforts. 
Implementation of EBPs themselves are likely not powerful enough of an intervention to 
influence workforce issues.
Although not directly measured in this study, turnover can potentially pose a threat to 
organizational and systematic efforts to implement evidence-based practices (Ganju, 2003; 
Isett et al., 2007; Woltmann et al., 2008) due to the substantial resources that organizations 
and systems invest in training and supporting employees. Based on the turnover observed in 
this study, it seems likely that some organizations will experience close to 100% turnover 
after any 4-year period, suggesting that current models of one-time training and short-term 
follow-up consultation (Beidas & Kendall, 2010) are unlikely to be effective. Although 
turnover may be detrimental, in some instances it may allow for agencies to recruit 
replacements who bring valued knowledge about EBPs. It is heartening that many of the 
clinicians leaving their agencies are going to other public sector agencies, thus taking their 
new knowledge and skills with them. However, without an organizational infrastructure to 
support EBPs, it may be difficult for clinicians to implement EBPs in a quality manner. 
Given the ongoing and significant consequences of turnover, research that allows for better 
understanding of how to support and stabilize the workforce in publicly-funded mental 
health service settings is needed.
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Table 1
Clinician (N=130) and Supervisor (N=36) Demographics
Variable Clinician Frequency (%)or Mean (SD) Supervisor Frequency (%)or Mean (SD)
Gendera
 Male 23% 22.2%
 Female 76% 69.4%
 Transgender 1% 0%
Hispanic/Latinoa
 Yes 20% 19.4%
 No 75% 69.4%
Ethnicitya
 Asian 4.9% 0%
 Black or African American 22% 16.7%
 White 54.5% 55.6%
 Hispanic/Latino 10.6% 13.9%
 Multiracial 4.1% 0%
 Other 4.1% 2.8%
Academic backgrounda
 Bachelor’s degree 3.8% 0%
 Master’s degree 82.3% 75.0%
 Doctoral degree 9.2% 13.9%
Licensure statusa
 Yes 24.6% 52.8%
 No 39.2% 25%
 In process 31.5% 13.9%
Age 38.09 (11.63) 46.09 (10.44)
Years at current organization 3.35 (4.65) 7.48 (6.88)
Note. EBP = Evidence Based Practice;
a
Does not add up to 100% because of missing response
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